possible close relationship between both conditions. Their occurrence in the daughter and the son of healthy parents is reported.
Case 1
In 1974 a 23-year-old housewife was referred to the University Eye Hospital for routine examination because of arterial hypertension of renal origin. The hypertension was first observed 6 years previously after a history of pyelonephritis at the age of 14 years. Albuminuria of 1 to 2 g/day and bacteriuria together with a high blood pressure had led to an initial diagnosis of a chronic pyleonephritis without pyelographic and angiographic changes. Three months before referral she had suffered from pre-eclamptic toxaemia.
Ophthalmic examination showed normal visual acuity and unimpaired ocular motility. There was a slightly different intraocular tension in the 2 eyes (R, 8 (Fig. 2) . As a result of treatment the blood pressure at this time was lowered to 150/120 mmHg.
One month later she developed numerous small, firm, painful inflammatory nodules in her legs. A skin biopsy (Fig. 3) Under general corticosteroid therapy of initially 80 mg/day the retina became re-attached and the skin lesions disappeared. But during an acute hypertensive crisis with a blood pressure of 280/ 180 mmHg she developed a right hemiplegia and incomplete motoric aphasia. Antihypertensive treatment lowered the blood pressure and led to recovery.
In 1976 she had a period of melaena and was therefore admitted to another hospital. Platelets counted at this time were between 100000 and 160 000/,l (100 to 160 x 109/l).
DIAGNOSIS
The picture was that of periarteritis nodosa as described by Kussmaul and Maier. Case 2 In 1976 a 16-year-old boy was admitted to our hospital because of bilateral blurred vision of sudden onset 6 days previously. He gave a sketchy medical history of anaemia, with intervals of hearing difficulties, and allergic reactions against penicillins -and fruits. He was not aware of the previous hospital treatment of his elder married sister (Case 1).
On admission visual acuity was 5/5 in both eyes. The morphology of the anterior segment was normal and the media were clear. The posterior pole in both eyes showed multiple small yellow dots (Figs. 4 and 5) , and the first diagnosis was of some form of a flecked retina syndrome. The erythrocyte sedimentation rate was 5 and 15 mm in the first and second hours and haemoglobin 9 g/dl. On the following day he had developed a bilateral serous retinal detachment round the optic disc (Figs. 4-6 Microscopically there was an extensive PASpositive and Mallory's PTAH-positive fibrinous occlusion of the choriocapillaris at the posterior pole (Fig. 8) extending into larger vessels of the choroid (Figs. 9 and 10) . The retinal pigment epithelium showed a higher degree of necrotic changes than could be explained by autolytic changes, and there was a subretinal exudate in places (Fig. 10) . Some scattered round cells and erythrocytes were found within the posterior choroid without any evidence of an angiitis. A calcifying thrombus in the choroid (Fig. 11 ) was regarded as a sign of previous choroidal involvement. DIAGNOSIS The picture was that of thrombotic thrombocytopenic purpura as described by Moschcowitz.
Discussion
Serous retinal detachment due to choroidal blood vessel occlusions is a well-recognised finding in a variety of clinical conditions, such as malignant arterial hypertension (Wagener, 1929) , especially when complicating renal diseases (Koyanagi, 1934; Buchanan and Ellis, 1964; Paris and Macoul, 1969) , eclampsia (Fry, 1929; Gitter et al., 1968) , disseminated intravascular coagulation (Cogan, 1976) , PN (Sampson, 1945) , and TTP Cogan, 1976) . It has been produced experimentally by embolisation into the choroidal circulation (Algvere, 1976) . Since the anatomical studies of Wybar (1954) , and Ring and Fujino (1967) (Wolkowicz, 1956) . Unilateral eccentric circumscribed serous retinal detachment or bilateral circumscribed serous retinopathy may be important signs in the recognition of a disease likely to be fatal if untreated.
